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Abstract

Objectives. There is concern that junior doctors are not prepared for their post-graduate
attachments in ENT. The aims of this study were to capture the learning priorities of those
in the ENT first on-call role and facilitate further educational opportunities to address
these needs.
Method. Semi-structured interviews were undertaken to explore the learning needs of junior
doctors with seven junior and two senior ENT clinicians.
Results. The thematic analysis generated three themes: the role of the ENT Junior; the per-
ceived, expressed and prescribed learning needs; and attitudes towards future learning.
These themes explored the misalignment between undergraduate training and post-graduate
expectations, the lack of competence in ENT practical skills and the need for focused ENT
training prior to commencing on-call shifts.
Conclusion. All interviewees identified the need for greater experience in practical interven-
tional skills prior to their ENT attachments and expressed interest towards a standardised,
bootcamp-style induction with simulated emergency experience.

Introduction

Otolaryngology (ENT) requires a great deal of practical skills when managing patients
with acute issues. A systematic review from 2016 investigated undergraduate ENT educa-
tion and its impact on clinical practice.1 It identified that overall confidence in managing
ENT patients is low amongst doctors based on their undergraduate training, and sup-
ported the need for further research into the impact of this on post-graduate ENT prac-
tice.1 This has implications for the preparedness of doctors to deal with common ENT
emergencies.2,3 One study has shown that 68 per cent of junior doctors expected to
cover ENT overnight had no prior ENT experience and 42 per cent did not feel comfort-
able managing acute issues.4

Within the National Health Service (NHS), many acute ENT services are led by newly
graduated foundation doctors or Senior House Officers (SHOs) acting as the first on-call
(for the purpose of this study, the title ENT Junior incorporates all those doctors below
Registrar level, from Foundation Year 1 through to Core Trainee 2).5 Despite first on-call
being an established role for ENT Juniors, no consensus exists about the expectations for
the care they provide.5 For example, there is no agreement to what extent ENT Juniors are
expected to identify pathology, reflecting Level 1 in Miller’s pyramid (‘knows’) or be able
to actively manage the patient and perform interventions (Level 4, ‘does’) (Table 1).6

Clinical competence represents the highest level of Miller’s pyramid: where skills can
be demonstrated in the clinical setting.

Mayer et al. have shown that the majority of undergraduate curricula focus solely on
ENT anatomy and physiology; with limited attention to surgical management of path-
ology.7 This has negative implications for the management of basic ENT complaints
such as antibiotic prescribing in otitis externa and oxygen administration in laryngectomy
patients.8,9 With patient safety paramount during on-call and out-of-hours shifts, there is
a clear gap to support the rotating junior doctor cohort to prepare them for their ENT
attachments.10 No study has explored the components of this lack of preparedness in
the post-graduate ENT setting.1

Learning needs assessment

Learning needs assessments are a systematic process to generate information on what a
target group needs to learn, and can be a valuable way to improve patient safety through
providing educational intervention.11 It is assumed that adult learners have a
problem-centred approach to learning, which centres around the application of knowl-
edge to clinical skill.12 This is pertinent to the ENT Junior on-call, where there may be
observed difficulties translating undergraduate knowledge into the post-graduate clinical
setting.
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Ratnapalan and Hilliard have categorised learning needs
into five types: normative needs describe the ‘gold standard’
for learner knowledge as set by a professional body; prescribed
needs are deficiencies identified by experts; unperceived needs
correspond to gaps identified by experts but not necessarily
learners; and, finally, perceived and expressed needs are gener-
ated by the learners’ opinions on what they want to learn.13

Previous studies have explored the optimal ways to provide
clinical training alongside clinical practice, including simula-
tion training, bootcamp-style accelerated-learning courses, vir-
tual learning and assistantship periods.14–18 All these ways
offer potential solutions to the problem but must be tailored
to the expressed learning needs of ENT Juniors. A learning
needs assessment can explore and facilitate learner-centred,
needs-based changes.

Aims

The aim of this study was to undertake a focused learning
needs assessment for junior doctors entering ENT attach-
ments. The aims and subsequent results of this study were
be two-fold: to capture the learning needs of those in the
first on-call role and facilitate further educational opportun-
ities to address these needs.

Materials and methods

Design

This research took the form of a semi-structured interview
with qualitative analysis methods. All types of learning need
are captured through interactions with both junior doctors
(who the learning needs apply to) and senior colleagues
(who facilitate the learning needs). A semi-structured inter-
view guide was developed to explore the learning needs of
interviewees. This flexible approach guides the exploration,
without hindering emergent themes.19

Sampling and participants

Purposive sampling methods were used to recruit both junior and
senior ENT clinicians who shared experiences working in ENT
departments in one UK deanery. Sampling required ENT clini-
cians with experience, knowledge and opinions on working as or
supervising ENT Juniors to capture holistic learning needs, firstly,
those who act in the first on-call role, including Foundation Year 1
and 2 doctors, general practitioner specialty trainees and core sur-
gical trainees, and, secondly, ENT consultants who are responsible
for supervision both in a clinical and an educational capacity.
These two groups are termed ‘juniors’ and ‘seniors’, respectively.

Pilot

The semi-structured interview guide was piloted with one
senior ENT clinician. The focus of this procedure was to
enhance the quality, validity and credibility of the research
approach. The instrument was modified to ensure that each
question had purpose, guided the interview in a logical
means and mitigated bias in the questions.

Analysis

Qualitative data gained from the semi-structured interview were
transcribed verbatim. Braun and Clarke’s six phases of thematic
analysis were used to evaluate the data and accommodate emer-
ging patterns in the data in a bottom-up approach.20 During
both data collection and coding, it was apparent that a satur-
ation of new perspectives was complete by the fifth interview.

Nvivo 12 Pro (QSR International Pty Ltd, Burlington,
Massachusetts, USA) was used to organise the data.

Ethical considerations

Ethical approval was granted from the Cardiff University
School of Medicine Research Ethics Committee (reference:
SMREC 22/12). Informed consent was obtained from all par-
ticipants. Pseudonyms were used to protect the identity of any
participants when using direct quotations.

Results

This section presents the results of the thematic analysis. The
final themes and sub-themes are shown in Table 2 with

Table 2. Final themes

Theme Sub-theme Quote

The role of the ENT
Junior

Defined expectations ‘I don’t think anyone has ever told me: This is where your job ends, and this is where the
Reg takes over’

Preconceptions from
undergraduate ENT curricula

‘The experiences that I had as a medical student probably didn’t make me feel very
prepared for ENT’

Learning needs ENT knowledge ‘As an F1 on call, I just didn’t put that much emphasis on the anatomy and physiology of
things’

ENT skills ‘It’s a heavily practical, skilled specialty – probably more so than all of the others’

Validation and competence ‘It would have been nice for validation … and having that reassurance that you’re doing
something correctly’

Attitudes towards
future learning

Methods for future learning ‘It might have been better if we had done it in a simulated scenario just because I didn’t
realise how much it hurts inserting a rapid rhino’

Near-peer learning ‘Usually from the person that’s a little bit higher up than you, but still junior because
they can see it and understand it from your level of experience’

Table 1. Miller’s (1990) pyramid6

Level 1 Knows: Gathering knowledge on topic

Level 2 Knows how: Interpretation and application of knowledge

Level 3 Shows: Demonstrates knowledge in simulation

Level 4 Does: Performance in clinical practice
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illustrative quotes. Reponses include those of seven junior doc-
tors who have recently or currently work within ENT depart-
ments and two consultants (senior) who act as educational
supervisors in ENT.

Theme 1: The role of the ENT Junior

Theme 1.1: Defined expectations
Throughout the NHS, it is commonplace for the most junior
members of the ENT team to act in the first on-call role,
with senior registrar support available off-site out of hours.21

Naturally, to those who have not previously worked within a
first on-call role, this can be a shock. Interviewees who had
not been counselled on this approach expressed some confu-
sion about the expectations of them within this role. They
understood that ENT was a practical and hands-on specialty,
but there was no clear guidance as to what skills were expected
of them and the limitations of their role.

Junior 6: My main worry was being alone.

Junior 3: Your job on General Surgery as an F1 is pushing
on bellies and speaking to your Reg. Whereas ENT is unique
in that sense that you do so much of it practically on your
own.

Given the responsibility and independence given to Juniors
in ENT, this pointed towards further confusion and anxiety
about when it is appropriate to escalate patients. In other spe-
cialties, a top-down referral system means a senior member of
the team is aware of emergencies at the time of referral and
they can become involved as soon as necessary. In ENT,
ENT Juniors are afforded a greater level of independence
when managing patients.

Providing new ENT Juniors with a clearer definition of
their job role may provide reassurances about what requires
escalation to a senior colleague to avoid them having feelings
of anxiety when expected to cope with something that they
may perceive to be outside their limitations of practice.
Those who had been made explicitly aware of the expecta-
tions within their role seemed more comfortable with the
expectations.

Junior 2: It emphasised how much you need to get comfortable in
performing all of these basic skills, which really we didn’t have any
insight until we got to that job.

On many occasions, interviewees implied that they wanted
to be independent at these skills and able to cope with the
demands of the role. Despite there being a recognised pathway
to escalate clinical issues to a senior colleague, many felt the
expectation was not to disturb their senior and cope regardless
of the complexity of the clinical problem.

Junior 6: I didn’t want to have to call the Reg in the middle of the
night to be like, can you please do this? I felt like I should just be
able to get on with it.

Thus, there was a tension between ENT Juniors’ awareness
of their limited experience and their reluctance to bother a
senior colleague for support. The combination of the unfamil-
iar first on-call role, lack of immediate senior support and
expectation for practical skill performance were recurrent
themes when interviewees were reflecting on their ENT
attachments.

Theme 1.2: Preconceptions from undergraduate ENT
curricula
The role of undergraduate medical education is to equip lear-
ners with the knowledge and skills they need for clinical prac-
tice. Both junior and senior interviewees suggested that
medical school did not facilitate the transition from under-
graduate medical student to junior doctor effectively. The mis-
alignment between undergraduate and post-graduate training
was recognised during interviews with both ENT Juniors
and senior supervising clinicians.

Junior 2: We had very minimal core ENT teaching. We have maybe
one or two lectures. And apart from that, hardly anything… we
didn’t really learn anything about any of the common presentations
that you’d see as an ENT SHO on call.

Senior 2: The undergraduate courses provide knowledge,
basic science and some pattern recognition… but it doesn’t
provide the practical skills to deal with the problems.

As well as the time limitations on ENT leading to poorly
emphasised learning outcomes, there was an apparent feeling
that the undergraduate learning outcomes do not marry
with the common pathologies seen by junior doctors. This
has pitfalls for clinical practice, where one may be equipped
with the theoretical knowledge to deal with an acute problem
but cannot convert this to interventional management.
Obviously, this is a contributing factor to the lack of experi-
ence in procedural skills relevant to ENT.

Senior 2: You get blitzed with a lot of knowledge which has no con-
text in a short period of time and expected to regurgitate for an exam-
ination… and then you’re thrown in the deep end when it’s when it’s
real. I don’t think the two things match particularly well.

Given the limited time spent in ENT, there is a temptation
that the ENT placement becomes a novelty week, and that
time is prioritised to advertise the specialty to medical stu-
dents, rather than being used to see the common presentations
that are likely to be encountered in post-graduate practice.

Senior 2: Ultimately, you’re putting out a shop window, aren’t you?
You’re trying to attract people into your specialty… seeing microsuc-
tion of the ear and the insertion of a pope wick. It’s not as sexy as a
laryngectomy.

It is possible that at undergraduate level, ENT is pitched as
a novelty specialty with little real-world application. If limited
emphasis is given to the day-to-day skills needed and under-
graduate attachments focus on the ‘sexy’ topics rather than
the useful topics for day one of Foundation Year 1, this is
unlikely to give people a true representation of the specialty
and place their learning in an adequate clinical context.

In relation to educational needs, ENT is perhaps not a felt
need as an undergraduate and thus learners are not motivated
as a result of perceived clinical irrelevance. A possible solution
is to address these needs with further training in proximity of
juniors’ upcoming ENT rotations to allow direct application to
clinical practice.

Theme 2: Learning needs

It was clear when interviewees were reflecting on their experi-
ences within ENT attachments that many of their initial learn-
ing needs stemmed from anxieties in relation to the job. No
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interviewee described a thorough induction process that
allowed them to function in the job optimally from day one.
Whilst it was not a primary aim to create a list of learning
topics with interviewees, the nature of the conversation uncov-
ered their learning need topics. Table 3 shows the emerging
topics, divided by sub-specialty, that were frequently discussed
in the emergency setting.

Theme 2.1: Theoretical and skills needs
Theme 1.1 has shown that many of those interviewed did not
feel that undergraduate education provided the appropriate
knowledge base to work in the autonomous role of the ENT
first on-call. This had two main implications. Firstly, a lack
of knowledge impacted the interviewees’ ability to take refer-
rals from other specialties because they did not understand
what needed to be seen by acute ENT services. Secondly,
this impacted how they subsequently managed patients in hos-
pital, including the practical skills required for some
interventions.

There was largely agreement between the two groups about
the relevant learning needs for ENT Juniors to begin their
attachments. The needs within Table 3 comprise broadly
two types: those pathologies that ENT Juniors encounter
daily (such as otitis externa, epistaxis, quinsy) and those that
are considered the most worrying, yet less common, ENT
emergencies (such as stridor and post-tonsillectomy bleed).
While the former were discussed on a much more frequent
basis, the latter were discussed with much greater feeling.

Interestingly, despite Theme 1.1 highlighting the lack of
definition ENT Juniors were given within their role, the pre-
scribed learning needs given by the senior clinicians aligned
very closely with the expressed needs of juniors. This included
explicit responses explaining when a patient should be esca-
lated to a senior ENT clinician. This example refers to the

confusion from a junior about an airway emergency versus
the expectation from the senior colleague.

Junior 1: I did not know if I was expected to know how to manage an
airway emergency… there’s a lot of fear stirred up in foundation doc-
tors if they think they might be asked to manage an airway emergency
when they’re certainly not competent to.

Senior 2: They should know when a patient has got stridor
and need to escalate to somebody urgently.

In general, the ability to perform practical skills outweighed
the need for theoretical knowledge for most juniors. Many
perceived the ability to perform practical skills effectively as
a more pertinent patient safety issue than having the under-
lying knowledge base.

Junior 4: The day-to-day practical stuff probably felt more important.
Because the reality is at 4 o’clock in the morning, nobody cares if you
could tell them the five vessels in the nose, they care if you’re going to
fix them.

Senior 2: What causes a nosebleed and where the bleed
comes from – it’s not terribly important because we should
stop the patient from bleeding and then worry about what
the cause is.

It was not just patient safety that learners felt they needed
skills for, but to be able to make their own workload more effi-
cient and minimise discomfort for patients. The nature of
many of these skills mandates close contact and can cause dis-
comfort for a patient already in pain.

Junior 2: It would be great to have some kind of experience in using a
microscope before you start doing on-calls just so that you feel a bit
more slick when you’re actually seeing patients…. Maybe like

Table 3. ENT emergency learning needs

Theoretical need Skill need

Otology Otitis externa
Necrotising otitis externa
Tympanic membrane perforation
Bell’s palsy
Otitis media
Mastoiditis

Examine an ear
Perform microsuction with microscope
Remove aural foreign body
Insert pope wick
Drain pinna haematoma

Rhinology Epistaxis
Nasal trauma
Sinusitis
Orbital cellulitis
Post-functional endoscopic sinus surgery complications

Examine a nose
Perform nasal cautery
Perform nasal packing

Laryngology/head and neck Tonsillitis
Quinsy
Food bolus
Hoarse voice
Stridor/airway emergency
Oesophagoscopy complications
Post-thyroidectomy haematoma

Examine the throat and neck
Drain a quinsy
Perform flexible nasendoscopy
Manage tracheostomy tube
Steri-strips, Cut sutures, Open skin,
Open muscles, Pack over wound (SCOOP) protocol

Paediatric ENT Acute otitis media and sequalae
Orbital cellulitis
Post-tonsillectomy bleed

Examine an ear
Examine a nose
Paediatric resuscitation

Miscellaneous Post-operative ENT care
Taking/triaging referrals
Escalate a patient to a senior
Handover
Routine post-operative care

Drain skin cysts
Suture laceration
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assessments on a model or something would be good just to prove
that you know the techniques involved and then proceeding to ‘real
life’.

That said, despite the lack of priority for these theoretical
skills amongst junior interviewees, there were knowledge
gaps expressed both consciously and subconsciously in rela-
tion to anatomy and physiology.

Junior 4: When seniors are asking you to describe what you’re seeing,
my anatomy still wasn’t good enough to describe over the phone what
I was seeing and where I thought the problem was.

An instance where a good grounding in theoretical knowl-
edge may have benefitted interviewees was when taking a
referral or giving advice via the telephone. This was a clear
and repeated anxiety amongst the junior cohort. Perhaps this
lack of theoretical knowledge did have an impact on this aspect
of the job, where interviewees were overwhelmed, unable to
organise and gather the information needed to make sense
of a case’s priority.

Junior 5: Gradually I started to know which questions to ask, what
was acutely important, what could be referred as an out-patient.

Junior 6: I didn’t feel that I knew enough initially to reject
any referrals, so I was accepting and admitting everything
because I wasn’t confident enough.

Essentially, many learners prioritised the need for practical
skills above knowledge when faced with a patient. This was an
interesting perspective given typically one would consider the
traditional need for stepwise accumulation of knowledge from
anatomy, physiology, pathology, management and then prac-
tical intervention. Yet the knowledge needs were not recog-
nised until they were challenged by a referring or senior
colleague.

This points to the needs for further training, in a clinically
focused setting, in proximity to their ENT attachments to scaf-
fold their learning,

Junior 6: Something that gives you the knowledge that you need to
have as an SHO but doesn’t go to in depth that it’s confusing… sim-
ple plans like if – this comes in, you need to do this, this and this.
And this is when you need to escalate things to the senior.

Ultimately, all interviewees alluded to the fact their knowl-
edge was inadequate at the outset to function optimally as the
ENT first on-call. This limitation was recognised by those who
had insight, but in others their oversight for basic knowledge
was illustrated with difficulties in other areas of the role.

Theme 2.2: Validation and competence
When reflecting on the competence needed to perform skills
during their ENT attachments, interviewees gave varied inter-
pretations of competence. The ability to perform skills was
important to all juniors. For some, this involved a formal pro-
cess, such as the completion of a workplace-based assessment.
Others felt that a more informal process of validation from a
senior colleague was an indication of their competence. For
others, confidence in the ability to teach others a skill was
adequate evidence of competence in a skill.

Junior 5: At the start I wanted to get a workplace-based assessment
done just on the first couple of tries just to make sure I was doing
it correctly.

Junior 6: Teaching the medical students, that’s where I was
like: OK, now I am confident that I’m teaching these skills to
my juniors. So that’s how I validated that I’ve improved.

When reflecting on the idea of competence with a senior
interviewee, the limitations of workplace-based assessments
were noted from a trainer’s perspective.

Senior 2: I’m somebody that doesn’t really believe very much in the
workplace-based assessment system… the fact that you’ve got 10
workplace-based assessment at level 3 doesn’t mean you’re competent
dealing with it. It just means you’re OK on the day when we talked
about it.

The above quote recognises a valid limitation of workplace-
based assessment: an assessment may only be made during an
isolated clinical encounter and is not representative of a lear-
ners’ overall clinical competence. However, this contrasts
with the juniors’ view because they feel that workplace-based
assessments are a valuable tool to reflect and document their
progress. A checklist of competency in appropriate skills in
both simulated and clinical settings seemed to be a popular
notion amongst interviewees. It was felt that this would pro-
vide an appropriate tool for new ENT Juniors to begin per-
forming skills independently if approved by a senior colleague.

Junior 5: So maybe like being having some work like some skills
assessment time… to say like if you can get these checked off by
the time you’ve done your first couple of weeks.

This aligns with the modern principles of competence-
based medical education, where focused training is driven by
the development of competencies. In essence, this provides
greater learner-centredness, equipping clinicians with focused
skills rather than overloading them with extraneous knowledge
that does not necessarily correspond with skill acquisition.22 In
this study, there was an expressed need for a formal validation
process to give ENT Juniors the confidence to perform skills
independently and give them ownership of their role.

Theme 3: Attitudes towards future learning

This theme was identified following the discussion of learners’
needs and their reflections on future learning opportunities.
Interviewees frequently cited means by which they felt they
may have been better supported when initiating their place-
ments in ENT. This theme has combined the codes relating
to learner motivations and favoured modes of learning to cre-
ate the following sub-themes.

Theme 3.1: Methods for future learning
All interviewees reflected on the fact that they performed ENT
skills for the first time on real patients. This was frequently an
anxious time for learners, who did not feel that the mantra of
‘see one, do one, teach one’ was appropriate. There were two
solutions to this discussed in detail: the need for a focused
ENT induction process and the need for simulated practical
skills training.

Participants expressed an interest in bootcamp-style learn-
ing prior to entering a new clinical environment.
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Junior 6: If there could be a day or so where we were just taught all
those practical skills, these are the emergencies you’re going to be
dealing with.

Senior 2: Bootcamps I think are helpful in this regard. So
you know you’re actually getting a chance now to do practical
stuff and they are a tremendous innovation.

The advantage of this approach is that it ensures that all
ENT Juniors starting in a department are given a consistent
induction, with a grounding in clinical application and a
safe, protected space to learn.

The actual educational approach used can vary, but inter-
viewees valued an integrated approach, building on their
schema and climbing Miller’s pyramid to achieve competency
performing skills.6 Simulation was a frequently cited mode of
learning that interviewees wished to be exposed to more often.

Junior 1: I think simulation would be fantastic because at least you
know there’s no harm going to come with it… a little bit of theory
mixed with practical is ideal.

Senior 2: Having some sort of physical simulation which
allows you to replicate what you will do on the living person
prior to coming into clinical practice is going to be useful.

Simulation offers the ability to try out skills or scenarios so
that there is less focus on the skill itself when it needs to be
performed in the clinical scenario. Interviewees recognised
the limitation of this approach but acknowledged it may go
some way to allay the anxiety of performing a skill on a patient
for the first time.

Interestingly, the simulation approach was valued not only
for clinical skills, but also non-technical skills such as taking a
referral.

Junior 3: I’d like simulated referrals. So have someone pretending to
be a GP referring you XYZ and just building up, practicing what you
need to ask. I think having a more simulated thing rather than your
first time being an actual GP would be useful.

Following Theme 1.1, which explored the misalignment of
undergraduate curricula and post-graduate expectations, it is
important to consider when this form of simulation would
be most valuable. Most interviewees recognised that proximity
of learning to the need for the skill meant that they were more
likely to retain their learning if they could foresee its relevance
to clinical practice.

Senior 1: If on the first Monday of your new job, you’re being taught,
this is what you will be doing a couple of hours from now poten-
tially… I think the focus and the drive is a lot more there and they
can picture themselves doing it in the middle of the night.

Inevitably, some skills will only come with time and
repeated exposure in clinical practice, but the thought of high-
fidelity exposure at the start of the placement was generally
favoured to help consolidate and enhance future learning.

Senior 1: We need to give our SHO a day to just go and do these
things. And then when they’re back, they will be better. They’ll
enjoy the job more.

Designing emergency or practical skill-based simulation
scenarios in ENT requires planning to ensure that the scenario
is optimised for learning and that simulation is used effectively
alongside other training opportunities.23 For example, the

ENT airway emergency is a concern of both juniors and
seniors alike. It is vital in this acute, time-critical scenario to
ensure that immediate management can be implemented with-
out hesitation. Thus, addressing this emergency in a simulated
scenario prepares learners for the urgency, anxiety and need
for rationalised management under pressure.

Senior 2: When people come charging in and care about what they’re
doing, they’re anxious as hell. And, you know, it’s a very adrenaline-
filled experience, even though it’s a piece of plastic on the table… you
switch into that sort of pre-learned drill mode and then start to per-
form on a much higher level.

This quote encapsulates the aims of emergency simulation
training.

Based on the learners’ expressed need in this study for a
rigorous induction and pre-placement training, integrating
these simulation stations into a bootcamp-style induction
course may be a valuable way of integrating skills, removing
the anxiety barriers towards acute scenarios for ENT Juniors
and facilitating their learning for application in the clinical set-
ting prior to their first encounter with an ENT emergency.

Theme 3.2: Near-peer learning
When exploring learners’ needs, interviewees reflected on their
experiences and how they had fulfilled their learning needs.
Aside from private reading and clinical experience, many
referred to a near-peer model of learning.24

Junior 4: Usually from the person that’s a little bit higher up than you,
but still junior because they can see it and understand it from your
level of experience more easily… They can sort of interpret how
you’re feeling or what you’re trying to ask easier than somebody
with 20–30 years’ experience that can’t remember 20 years ago,
how they were feeling in your position.

As mentioned earlier, some ENT Juniors felt embarrassed
that they were unable to carry out what they perceived as
basic ENT skills. Seeking advice from a marginally more
senior colleague seemed to allay this fear and anxiety of per-
forming skills, highlighting a key attribute of the model.
Despite the traditional role of the consultant as the didactic
educator, the value of near-peer learning was recognised by
both senior interviewees.

Senior 2: If you ask the consultants to do it [teach] then you’ll find
that they are a bit out of touch with the current management of sim-
ple things like otitis externa, epistaxis and you probably want some-
body in the middle.

Senior 1: The Registrars. In the last few years they’ve
learned the skills. Mastered the skills. Now they’re gonna
teach the skills and it’s in their interest to teach the skills.

However, they recognised the limitation of this approach,
particularly when balancing the cognitive congruence of a jun-
ior tutor with the clinical expertise of a senior tutor.

Senior 2: They have to be senior enough… the more complex airway
issues, I think it would be less appropriate for them to do.

This is a recognised limitation of the approach, and thus
rigour needs to be applied in any application of near-peer
learning to ensure that misconceptions are not inherited by
learners. Nevertheless, near-peer learning has potential appli-
cations for these learners when designing future learning
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opportunities to address their learning needs. In addition, this
relationship should be encouraged during clinical attachments
to allow this near-peer model of learning to blossom, support-
ing learners throughout their attachments in an informal and
mentor-based learning environment.

Discussion

This study has uncovered several needs felt by junior doctors
working in their ENT attachments, and these have been trian-
gulated with the views of their senior counterparts. The learn-
ing needs assessment has highlighted several desired avenues
of future training for ENT juniors in the same position.

The optimal timing of ENT skills acquisition in relation to
post-graduate training is still debated. In this study, many
interviewees felt a disconnect between undergraduate teaching
and post-graduate expectations. It is likely that this misalign-
ment had an impact on their outlook for the job and chal-
lenged their definition of the ENT first on-call role, which
in most cases was more demanding than anticipated. Thus,
additional ENT training may be better suited to the post-
graduate setting, in closer proximity to the job.

Both the most frequently occurring and meaningful code
was the need for a standardised clinical induction to provide
adequate skills training prior to initiating ENT attachments.
The General Medical Council (GMC) states that an induction
process is recommended for all rotating doctors to equip them
with the appropriate skills to function in a new role.25

However, induction is one of the worst-performing domains
on a repeated basis in the annual national GMC trainee survey,
frequently leading to doctors feeling out of their depth on clin-
ical placements.26

Providing a needs-based induction process has demon-
strated benefits in medicine, equipping rotating junior doctors
with an improved baseline of knowledge and skills.27 Many
interviewees expressed a preference for a bootcamp-style pro-
cess with an emphasis on simulated emergency scenarios and
practical skills training. Outside ENT, a bootcamp approach
has been recognised as an effective and efficient way to rapidly
improve knowledge, confidence and surgical skill.16,28,29 These
accelerated programmes deliver an intensive learning experi-
ence, designed to standardise participants’ knowledge accord-
ing to their job expectations.

Simulation training was also a priority for interviewees.
There are several examples of ENT simulation training, includ-
ing nasal packing, flexible nasendoscopy, quinsy and tracheos-
tomy.30–33 All of these approaches have demonstrated that
simulation provides a useful means to bridge the gap between
theoretical knowledge and the ability to perform the skill on a
real patient, something that learners in this study craved. This
learning could be facilitated in a single day of teaching to meet
the needs listed in Table 3, as well as taking into account the
non-technical skills that were highlighted by junior
interviewees.

The content of such an induction process should account
for the learners’ expressed and prescribed needs. The consen-
sus of these needs was generally agreed between the junior and
senior interviewees in this study, despite there being some dif-
ferences in topics compared with the established Delphi stud-
ies.34,35 Interviewees expressed a greater need for practical
skills training such as quinsy drainage, flexible nasendoscopy
and nasal packing, whereas the Delphi studies prioritised
some more theoretical concepts such as management of thy-
roid pathology and assessment of dizziness. This is a strength

of this study, where the qualitative exploration of learners’
context can better shape learner-centred educational activities
in a future induction programme compared with these quan-
titative approaches.

In addition to the educational activities in the simulated
setting, the concepts of competence and mentorship were
raised during the learning needs assessment. Miller’s pyramid
describes the climb towards an independent clinician.6 Whilst
an induction course cannot guarantee this, it can form the
basis for this consolidation in clinical practice.15 This induc-
tion can cover the needs identified in Theme 2 and define
the role of the ENT first on-call. Providing an overview of
the common ENT presentations with clear guidance on what
requires senior escalation may provide insight into the ENT
Juniors’ limitations. Ultimately, this may give them ownership
over their role as a gatekeeper to acute ENT services, whilst
feeling supported in their decision-making. It will also allow
learners to build on their knowledge schema, progress through
the zones of proximal development and accelerate their learn-
ing in the clinical setting.36,37

Both junior and senior interviewees valued the near-peer
model of learning. This technique involves colleagues margin-
ally more senior to one another providing teaching on a topic
that they have recently mastered.24 It is based on the principle
of ‘cognitive congruence’, in which teachers and students share
a similar knowledge base and learning experience, therefore
the teachers are judged to be able to provide learning at a
more relatable level than more senior colleagues.38 Near-peer
learning provided a perceived safer space to learn in.

Furthermore, the stepwise escalation of problems in clinical
practice often means that a marginally more senior colleague
troubleshoots the problems of the junior. As such, interviewees
felt that ENT Registrars are at the optimal point to provide this
teaching because they have recently mastered the relevant
skills, have enough experience to teach these competently
and their second on-call role means they are frequently sup-
porting ENT Juniors with clinical problems. Forming this
mentor relationship at an induction process may enhance
the team dynamic and dispel the need for ENT Junior to
cope alone.

Implementation of a bootcamp induction day incorporat-
ing these learning needs would align with national guidance
from the Royal College of Surgeons and the GMC.25,39 This
mandates that all rotating doctors should have a protected
induction process that allows preparation for their clinical
roles. Thus, coupled with the expressed needs of learners,
there is a strong rationale to develop the induction process.

Suggestions for further research

There is widespread concern about the delivery of ENT train-
ing and junior doctors’ preparedness for practice.1 Some
researchers have made attempts to change this at the under-
graduate level by exploring ENT curriculum needs.34,35 It is
uncertain how the incoming GMC Medical Licensing
Assessment will standardise the knowledge required for gradu-
ation from an ENT perspective.40 Nonetheless, this study has
demonstrated a need for additional post-graduate training in
ENT for those expected to provide an on-call service.

In order to explore the national problem, this study could
be repeated on a wider level to capture the needs from ENT
Juniors across various deaneries in the UK. Alternatively, an
adequately powered quantitative study assessing learning
needs may be a valuable way to gain a representative picture,
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with generalisable findings. The Delphi method may provide a
useful means to capture the learning needs of learners, but this
must focus on the bottom-up needs of ENT Juniors providing
an acute service.

• A learning needs assessments is a systematic process to provide
educational intervention and improve patient safety

• This is the first qualitative learning needs assessment to identify the
holistic needs of junior doctors entering new ENT attachments, including
both technical and non-technical skills

• All interviewees recognised that their lack of knowledge and practical
skills in ENT inhibited their independence in several aspects of the ENT
first on-call role

• Interviewees favoured a bootcamp-style induction process, with
simulated emergency scenarios utilising the near-peer model of teaching

• This study can help others provide an appropriate, needs-based clinical
induction for their rotating junior doctor cohort in line with GMC guidance

Finally, any educational activities that are planned as a
result of this research must be evaluated prospectively and sys-
tematically to ensure that they adequately address learners’
needs, provide an objective improvement in clinical perform-
ance and positively impact patient safety. Further study is
needed to understand how competence can be achieved and
evidenced appropriately.

Conclusion

This study presents the findings of a learning needs assessment
for ENT Juniors. Both junior and senior interviewees identi-
fied a need for further experience in practical interventional
skills prior to starting ENT attachments to provide a safe
on-call service. Fundamentally, the junior interviewees felt
that the expectations of the role should be more clearly defined
to empower them to act independently and scaffold their
learning around the role’s demands.

Respondents expressed an interest towards a standardised,
bootcamp-style induction that allows simulated experiences
in emergency ENT scenarios to provide additional training.
Further research is needed to determine the generalisability
of these findings and the impact of further educational activ-
ities on patient safety.

Acknowledgements. Many thanks to supervisors at Cardiff University and
all participants.

References

1 Ferguson GR, Bacila IA, Swamy M. Does current provision of undergradu-
ate education prepare UK medical students in ENT? A systematic literature
review. BMJ Open 2016;6:e010054

2 Khan MM, Saeed SR. Provision of undergraduate otorhinolaryngology
teaching within General Medical Council approved UK medical schools:
what is current practice? J Laryngol Otol 2012;126:340–4

3 Powell J, Cooles FAH, Carrie S, Paleri V. Is undergraduate medical educa-
tion working for ENT surgery? A survey of UK medical school graduates.
J Laryngol Otol 2011;125:896–905

4 Biswas D, Rafferty A, Jassar P. Night emergency cover for ENT in England:
a national survey. J Laryngol Otol 2009;123:899–902

5 Swords C, Smith ME, Wasson JD, Qayyum A, Tysome JR. Validation of a
new ENT emergencies course for first-on-call doctors. J Laryngol Otol
2017;13:106–12

6 Witheridge A, Ferns G, Scott-Smith W. Revisiting Miller’s pyramid in
medical education: the gap between traditional assessment and diagnostic
reasoning. Int J Med Educ 2019;25:191–2

7 Mayer AW, Smith KA, Carrie S. A survey of ENT undergraduate teaching
in the UK. J Laryngol Otol 2020;134:553–7

8 Pabla L, Jindal M, Latif K. The management of otitis externa in UK general
practice. Eur Arch Otorhinolaryngol 2011;269:753–6

9 Darr A, Dhanji K, Doshi J. Tracheostomy and laryngectomy survey: do
front-line emergency staff appreciate the difference? J Laryngol Otol
2012;126:605–8

10 Jackson EJ, Moreton A. Safety during night shifts: a cross-sectional survey
of junior doctors’ preparation and practice. BMJ Open 2013;3:e003567

11 Stufflebeam DL. The CIPP Model for Evaluation. In: Kellaghan T,
Stufflebeam DL, eds. International Handbook of Educational Evaluation.
Dordrecht: Springer, 2003;31–62

12 Knowles MS. The Modern Practice of Adult Education: From Pedagogy to
Andragogy. Englewood Cliffs: Prentice Hall, 1980

13 Ratnapalan S, Hilliard RI. Needs assessment in postgraduate medical edu-
cation: a review. Med Educ Online 2002;7:4542

14 Bhalla S, O’Byrne L, Beegun I, Amos D, Jones J, Awad Z et al. ‘No drain, no
gain’: validation of novel quinsy simulation model. Laryngoscope Investig
Otolaryngol 2020;196:81–7

15 Smith ME, Trinidade A, Tysome JR. The ENT boot camp: an effective
training method for ENT induction. Clin Otolaryngol 2016;41:421–4

16 Robinson DBT, Hopkins L, Brown C, Bowman C, Abdelraahman T,
Iorwerth A et al. From core to higher surgical training: influence of surgical
education contracts and induction boost. Bull Roy Coll Surg Engl
2020;102:328–32

17 Patel ST, Shah S, Sood RP, Siddiqui Z, McKay-Davies I. The implementa-
tion of virtual clinical skills teaching in improving procedural confidence in
ENT trainees. Adv Med Educ Pract 2021;27:965–9

18 Chow A, Chen S, Rosby L, Low-Beer N, Shelat VG, Cleland J et al.
Student assistantship programme: an evaluation of impact on readiness
to transit from medical student to junior doctor. BMC Med Educ
2022;22:99

19 Rubin HJ, Rubin IS. Qualitative interviewing: the art of hearing data. In:
The Responsive Interview as an Extended Conversation, 2nd edn.
Thousand Oaks, California: Sage Publications, 2011;108–28

20 Braun V, Clarke V. Using thematic analysis in psychology. Qual Res
Psychol 2006;3:77–101

21 Powell S. So you want to be an ENT surgeon. BMJ 2007;334:s205
22 Frank JR, Mungroo R, Ahmad Y, Wang M, De Rossi S, Horsley T. Toward

a definition of competency-based education in medicine: a systematic
review of published definitions. Med Teach 2010;32:631–7

23 Ker J, Bradley P. Simulation in medical education. In: Understanding
Medical Education, 2nd edn. Hoboken, NJ: Wiley-Blackwell, 2013;151–62

24 Ten Cate O, Durning S. Peer teaching in medical education: twelve reasons
to move from theory to practice. Med Teach 2007;29:591–9

25 General Medical Council. Effective departmental inductions for doctors in
training. In: https://www.gmc-uk.org/education/hidden-documents/shari
ng-good-practice/effective-departmental-inductions-for-doctors-in-training
[15 May 2022]

26 General Medical Council. Understanding the nature and scale of the issues
associated with doctors’ induction. In: https://www.gmc-uk.org/about/
what-we-do-and-why/data-and-research/research-and-insight-archive/
understanding-the-nature-and-scale-of-the-issues-associated-with-doctors-
induction [15 May 2022]

27 Whallett A. Improving trust induction for junior doctors. BMJ 2006;333:
s106

28 Brown C, Egan R, Ansell J, Abdelrahman T, Harries T, Bowman C et al.
Core surgical training in Wales: pilot study of a multidisciplinary surgical
boot camp. Bull Roy Coll Surg Engl 2018;100:184–8

29 Blackmore C, Austin J, Lopushinsky SR, Donnon T. Effects of postgraduate
medical education ‘boot camps’ on clinical skills, knowledge, and confi-
dence: a meta-analysis. J Grad Med Educ 2014;6;643–52

30 Bhalla S, Tolley N, Awad Z. Creating a validated simulation training cur-
riculum in otolaryngology. Curr Otorhinolaryngol Rep 2020;8;96–105

31 Bhalla S, Beegun I, Awad Z, Tolley N. Simulation-based ENT induction:
validation of a novel mannequin training model. J Laryngol Otol
2020;134:74–80

32 Gao RW, Rooney D, Harvey R, Malloy KM, Van Koevering KK. To pack a
nose: high-fidelity epistaxis simulation using 3D printing technology.
Laryngoscope 2022;132:747–53

33 Dermody SM, Masciello M, Malekzadeh S. A multispecialty critical airway
simulation course for medical students. Laryngoscope 2021;131:1482–6

34 Lloyd S, Tan ZE, Taube MA, Doshi J. Development of an ENT under-
graduate curriculum using a Delphi survey. Clin Otolaryngol
2014;39:281–8

The Journal of Laryngology & Otology 599

https://doi.org/10.1017/S0022215124000100 Published online by Cambridge University Press

https://www.gmc-uk.org/education/hidden-documents/sharing-good-practice/effective-departmental-inductions-for-doctors-in-training
https://www.gmc-uk.org/education/hidden-documents/sharing-good-practice/effective-departmental-inductions-for-doctors-in-training
https://www.gmc-uk.org/education/hidden-documents/sharing-good-practice/effective-departmental-inductions-for-doctors-in-training
https://www.gmc-uk.org/about/what-we-do-and-why/data-and-research/research-and-insight-archive/understanding-the-nature-and-scale-of-the-issues-associated-with-doctors-induction
https://www.gmc-uk.org/about/what-we-do-and-why/data-and-research/research-and-insight-archive/understanding-the-nature-and-scale-of-the-issues-associated-with-doctors-induction
https://www.gmc-uk.org/about/what-we-do-and-why/data-and-research/research-and-insight-archive/understanding-the-nature-and-scale-of-the-issues-associated-with-doctors-induction
https://www.gmc-uk.org/about/what-we-do-and-why/data-and-research/research-and-insight-archive/understanding-the-nature-and-scale-of-the-issues-associated-with-doctors-induction
https://www.gmc-uk.org/about/what-we-do-and-why/data-and-research/research-and-insight-archive/understanding-the-nature-and-scale-of-the-issues-associated-with-doctors-induction
https://doi.org/10.1017/S0022215124000100


35 Doshi J, McDonald J. Determining the content of an educational
ENT website using the Delphi technique. J Laryngol Otol
2012;126:402–6

36 Rieber RW, Carton AS. Thinking and speech. In: The Collected Works of
L.S. Vygotsky. New York: Springer, 1987;37–285

37 Piaget J. The Language and Thought of the Child. Oxford: Harcourt, Brace,
1926

38 Yu TC, Wilson NC, Singh PP, Lemanu DP, Hawken S, Hill A. Medical
students-as-teachers: a systematic review of peer-assisted teaching during
medical school. Adv Med Educ Pract 2011;23:157–72

39 Royal College of Surgeons. Improving surgical training. In: https://www.
rcseng.ac.uk/careers-in-surgery/trainees/ist/ [12 April 2022]

40 General Medical Council. Medical licensing assessment. In: https://www.
gmc-uk.org/education/medical-licensing-assessment [10 June 2022]

600 S Morris, D Owens, D Cserzo

https://doi.org/10.1017/S0022215124000100 Published online by Cambridge University Press

https://www.rcseng.ac.uk/careers-in-surgery/trainees/ist/
https://www.rcseng.ac.uk/careers-in-surgery/trainees/ist/
https://www.rcseng.ac.uk/careers-in-surgery/trainees/ist/
https://www.gmc-uk.org/education/medical-licensing-assessment
https://www.gmc-uk.org/education/medical-licensing-assessment
https://www.gmc-uk.org/education/medical-licensing-assessment
https://doi.org/10.1017/S0022215124000100

	Learning needs of junior doctors in otolaryngology: a qualitative study
	Introduction
	Learning needs assessment
	Aims

	Materials and methods
	Design
	Sampling and participants
	Pilot
	Analysis
	Ethical considerations

	Results
	Theme 1: The role of the ENT Junior
	Theme 1.1: Defined expectations
	Theme 1.2: Preconceptions from undergraduate ENT curricula

	Theme 2: Learning needs
	Theme 2.1: Theoretical and skills needs
	Theme 2.2: Validation and competence

	Theme 3: Attitudes towards future learning
	Theme 3.1: Methods for future learning
	Theme 3.2: Near-peer learning


	Discussion
	Suggestions for further research

	Conclusion
	Acknowledgements
	References


